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Postpartum depression (PPD) is the most common complication of pregnancy. Active 
duty mothers and mothers with active duty spouses have a unique risk factor, 
deployment.  Military mothers may receive PPD education prenatally and during 
postpartum visits if necessary. This project created a postpartum depression video that 
was mandatory for mothers to watch before they were discharged from the postpartum 
unit after the delivery of their baby. Early education and treatment are the key to 
managing PPD in all mothers. The mothers were surveyed at their postpartum office 
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Postpartum depression can be described as feelings of sadness and difficulty 
doing daily activities that can last up to a year after having a baby (Logsdon et al., 2013). 
There are many risk factors for postpartum depression and the strongest one is a stressful 
life event and poor partner support (Levine et al., 2015). Military mothers experience this 
with deployment of themselves or their partners. It is important for care providers to 
recognize deployment as a risk factor in this population of women to ensure immediate 
treatment and well-being of mother and infant. 
Problem Statement 
Postpartum depression (PPD) is a common complication of pregnancy. Women 
with military partners and active duty women have a unique risk factor, deployments. 
With postpartum education before discharge, these women can seek early interventions 
and appropriate care.  
Significance 
PPD is the most common complication of childbirth and in the postpartum period. 
PPD causes personal anguish, poor mother-infant interaction, and poor infant outcomes 
(Rychnovsky & Beck, 2006). Early education and screening, identification of symptoms, 
and early interventions are vital for mothers and their infants. Almost 60% of women 
with symptoms go undiagnosed and 50% are untreated (Ko et al., 2017). The baby-blues 
refer to the changes in mood during the first 2-postpartum weeks, recurring symptoms 
after this period is considered PPD. PPD occurs in approximately 13% of mothers and 





experience some mood disturbance (Sivapragasam et al., 2019). In 2019 Sivapragasam et 
al. studied 200 military spouses that delivered at a military hospital and 25% of the 
mothers experienced PPD. PPD has many different risk factors; in this population of 
mothers with active duty partners partner deployment was a significant factor 
(Sivapragasam et al., 2019). 
Purpose 
At a military hospital, pregnant women receive PPD education at optional 
prenatal classes only. The postpartum unit reports that it screens mothers at discharge, but 
no universal teaching occurs at discharge. Mothers are screened using the Edinburgh 
Postnatal Depression Scale at first prenatal clinic visit, during other visits as needed, and 
at postpartum appointments with their physician, 4-6 weeks after they deliver. PPD 
symptoms begin at 2 weeks postpartum and mothers are not screened or educated for 
another 2-4 weeks. Parents need to receive PPD education at discharge to reinforce any 
education they were given in prenatal classes. Also, family members may be the first to 
notice any changes in the mother (Assessment Technologies Institute, LLC, 2020). 
Theory 
Postpartum nurses are typically focused on maternal bleeding, pain, infant 
nutrition, and wellbeing. However, discharge nurses should be holistic nurses as in 
Barbara Dossey’s theory of integral nursing. In Dossey’s theory nurses are to embrace the 
mother as a multidimensional person, mind and body, and use the complexities of nursing 
practice to care for mothers (Dossey, 2015). When attention is given to all of these 
dimensions equally, healing occurs. Dossey defines health as “The process of the whole 





culture-environment at deeper levels of knowing” (Gustafson, 2015, p.73). Like Florence 
Nightingale, Dossey believes all domains of self are equally important. As a discharge 
nurse for a mother and infant, she must be in the moment while teaching. Nurses should 
be guiding the mother to reach her deepest place of inner wisdom, where healing occurs 
(Dossey, 1998). For example, a mother’s anxiety from being a new mother can be 
reduced by teaching deep breathing, imagery, and other techniques to promote relaxation. 
Nurses at all hospitals should be provided the time and the resources to provide mothers 
with PPD and inner-self healing education. In military care centers nurses should 
recognize that partner and self-deployment is a significant risk factor regardless of the 
absence of other risk factors for PPD and should be given education. 
Definition of Terms 
Edinburgh Postnatal Depression Scale is a self-reported 10 question instrument. It 
















Project Literature Review 
This review of literature was completed to show that postpartum depression is a 
serious and the most common complication of pregnancy. Evidenced based literature 
shows military wives and active duty mothers are susceptible to PPD when their partner 
or themselves are deployed or plan to deploy at any stage of pregnancy. Literature shows 
PPD education should be given at appropriate times for any mother to recognize 
symptoms and seek care. Evidence based practice indicates there are different treatments 
depending on the symptoms presented. 
Resources 
Evidence based practice for this project was found in Bulldog One advanced 
searches, Google Scholar, and ProQuest. The Gardner-Webb University library was a 
source of information. The key words used to research this topic were: postpartum 
depression, depression, military, Dossey, education 
Literature Related to Postpartum Depression 
The evidence-based literature discusses PPD statistics, risk factors, and the 
population of military mothers, symptoms, screening, education, and treatments. Barbara 
Dossey’s theory of integral nursing is applied to the educational evidence.  
Problem 
PPD is the most common complication of pregnancy and it can last for a year or 
longer. The National Institute of Mental Health (2020) reports that many of postpartum 
women have some type of baby blues or mild depression symptoms. Fifteen percent of 





considered a major depression and symptoms can peak as early as 2 days postpartum 
(Stewart & Simone, 2016). Sivapragasam et al. 2019 researched 200 women and declared 
85% of women experienced a postpartum mood disorder and 25% of the women had 
PPD. The Centers for Disease Control and Prevention’s (2019) research concluded that 
the number of women diagnosed with postpartum depression increased by seven times 
between 2000 and 2015. One of Healthy People 2020’s goals were to reduce the number 
of women with PPD (Ko et al., 2017). 
Risk Factors 
PPD is thought to be partially caused by the sudden drop in pregnancy supporting 
hormones, estrogen and progesterone, accompanied with other risk factors (U.S. 
Department of Health and Human Services [USDHHS], 2020). However, there has not 
been any definitive findings that serum levels of estrogen and progesterone are related to 
PPD (USDHHS, 2020). Sleep deprivation, which is unavoidable with a new infant, can 
also contribute to PPD (National Institute of Mental Health [NIMH], 2019). A history of 
a mood disorder, anxiety, and uncontrolled depression are major risk factors for PPD 
(Stewart & Simone, 2016). There are many risk factors for PPD and women will not have 
the same risk factors and/or symptoms. Other risk factors include: a stressful life event 
during pregnancy or shortly after delivery, medical complications during delivery, 
unplanned pregnancy, a lack of partner support, and drugs and alcohol use during 
pregnancy (NIMH, 2019). The most concerning of these are a stressful life event and lack 
of partner support (Levine et al., 2015). Both of these risk factors can be experienced by 





delivery and/or during the postpartum period. Active duty mothers can also have these 
risk factors, or they may be deployed during their postpartum period. 
Military Mothers 
Military mothers commonly deal with partner deployment, to a combat zone or 
not. A study by Saldhana et al. 2014 included the availability of the spouse at delivery as 
a risk factor. Sixty percent of women with PPD in the study had absent husbands, mostly 
due to deployment (Saldanha et al., 2014). A stressful life event is listed as a risk factor 
universally, deployment of the partner is a stressful life event and can isolate new 
mothers. Active duty mothers are also at risk for PPD. The first study on deployment 
being a risk factor for PPD was completed by Robrecht et al. 2008. The study did find an 
association between spousal deployment and a positive depression screen (Robrecht et 
al., 2008). Levine et al. (2015) conducted a study on different times of deployment 
related to the pregnancy and PPD among civilian wives. When spouses were deployed at 
any time during pregnancy there was a 17.6% of PPD and 15.7% with women whose 
spouse did not deploy. If the spouse was deployed before delivery there was 16.5% 
incidence of PPD, as well as a 17.3% with a postpartum deployment. The highest 
occurrence of PPD was in women whose spouse was deployed during delivery, 18.4% 
(Levine et al., 2015). Prolonged deployment of the spouse also has a relationship with the 
mother’s mental health (Spooner et al., 2012). In a study by Rychnovsky and Beck of 
active duty mothers, half of them had PPD symptoms or a positive Edinburgh screen at 
discharge and 2 weeks after delivery (2006). It should be pointed out that all of these 





duty mothers are more likely to comply with all prenatal visits and care and receive 
supportive care from military programs (Appolonio & Fingerhut, 2008). 
Symptoms 
PPD has many symptoms that all healthcare providers should be aware of and are 
identified in multiple studies (Appolonio & Fingerhut, 2008; Cagliostro, 2020; Ko et al., 
2017; USDHHS, 2020; & Levine et al., 2015). They include:  
• Feeling restless or moody, having trouble focusing, memory problems; 
• Feeling sad, hopeless, overwhelmed, worthless, poor energy levels and no interest 
in things; 
• Persistent crying, withdrawing, or self-isolation; 
• Thoughts of suicide and/or infanticide (these are rare); 
• Eating and/or sleeping habit changes;  
• Anxiety, worry, anger. 
Women can display different symptoms and in different combinations. If these symptoms 
go untreated there could be harmful effects to the infant and family. PPD is not curable, 
however early screening, diagnosing, and treatment of symptoms can make a profound 
difference in the life of mother, infant, and family. 
Screening 
Mothers are routinely screened with the Edinburgh Postnatal Depression Screen 
(EPDS), a form created for primary care providers to use and is specific for PPD 
(Appolonio & Fingerhut, 2008). The EPDS is recommended by the American College of 
Obstetricians and Gynecologists (ACOG) and the American Academy of Pediatrics 





experienced in the last week. The assessment of the mother’s symptoms should be part of 
the screening. A score of 12 or over requires immediate action, such as a referral to 
mental health and educating the mother on signs and symptoms she and her family should 
look for. Levine et al. identified the need for primary care providers of military wives to 
identify spouse’s deployment status early in pregnancy (2015). ACOG recommends 
screening at least once during pregnancy for depression and anxiety, a comprehensive 
exam at the first postpartum visit, and women with high risk factors should be monitored 
closely (American College of Obstetricians and Gynecologists [ACOG] Committee 
Opinion No. 757, 2018). At military hospitals mothers are screened during pregnancy, 
after delivery, and at postpartum visits. PPD education is only provided prenatally and as 
needed. Studies have shown that prenatal education is not effective (Ho et al., 2009). 
However, education may be provided prenatally if reinforcement of knowledge is done 
with postpartum education (McCarter-Spaulding & Shea, 2016).  
Education 
Early education for pregnant women is paramount for diagnosis of depression 
(mild to severe) and treatment options. Early diagnosis can prevent poor outcomes for the 
entire family and can occur during pregnancy as well as postpartum (Sivapragasam et al., 
2019). Nearly 60% of women with symptoms are not given a diagnosis and 50% of 
women with a diagnosis do not receive treatment (Ko et al., 2017). Forty percent do not 
keep their postpartum visits (American College of Obstetricians and Gynecologist 
[ACOG] Committee Opinion No. 736, 2018). Nurses may be the first to notice any 
symptoms the patient displays at discharge, as well as the family. It is important for 





nurses can educate them on what to look for (Assessment Technologies Institute, LLC, 
2020) at discharge and days to weeks in the future (Logsdon et al., 2013). Mothers are 
sometimes unaware that they are showing signs of PPD and/or may be too stoic to report 
symptoms. This is common in the military community (Sivapragasam et al., 2019). The 
lack of knowledge and fear of mental health treatment may prevent her from seeking help 
(Limandri, 2019), as well as embarrassment and fear of losing her baby (Zauderer, 2009). 
Commonly discharge teaching happens the morning of discharge when a mother 
is sleep deprived, has sensory overload, and a poor attention span. In a study by Davis et 
al. (2010) discharge teaching that included video technology in addition to written 
information was as effective as traditional discharge education, with the added benefit of 
conserving nurses’ time. The combination method of teaching has shown to increase 
retention of the information, as well. Davis et al. (2010) also suggested that this could 
increase patient satisfaction by letting the mother choose when she wants to watch the 
video. As stated earlier, prenatal education is not effective. However, women that receive 
teaching during hospitalization are more receptive to the education and suffer from fewer 
depressive symptoms (Ho et al., 2009). The timing of this teaching may help mothers get 
the resources and referrals they need before discharge, considering symptoms can start 
between prenatally and up to 1 year. This education should include the different treatment 
options that are designed patient specific. 
Treatments 
When a woman has one or more risk factors, a positive prenatal EPDS, or 
thoughts of harming herself, she will automatically be referred to a mental health 





a woman depressed, antidepressants, and electroconvulsive therapy (Cagliostro, 2020). 
The Massachusetts General Hospital [MGH] Center for Women’s Mental Health (2020) 
research on non-pharmacological therapies in a group or individually has been shown to 
reduce symptoms in women with mild to moderate PPD. Women with more severe PPD 
may need to add antidepressants to their treatment plan. The earlier treatments are offered 
and women staying educated on PPD, the more effective the treatments work (NIMH, 
2019). When a mother’s PPD symptoms have not responded to treatment or patient 
preference, antidepressants may be added. Selective serotonin reuptake inhibitors (SSRI) 
are commonly used and they are approved for breastfeeding (Stewart & Simone, 2016). 
The FDA has recently approved brexanolone for the specific treatment of PPD (Gordon, 
2019). This is the first medication developed for PPD. Brexanolone works quicker than 
SSRIs, which may take weeks to be effective. Unfortunately, administration is a 60-hour 
infusion in a medical facility (Brexanolone [Zulresso] for Postpartum Depression, 2019). 
The study reports improved PPD symptoms after the 60-hour infusion for women with 
moderate to severe PPD. After 30 days, women with severe PPD had reduced symptoms, 
but the women with moderate PPD did not. The biggest side effect is sedation and a 
single dose costs $34,000.00. The study also concludes that there needs to be more 
research on its long-term effectiveness. 
Theory  
PPD symptoms are treated in many different ways and in different aspects of a 
woman’s life. Her medical history, family support, stressful life events (deployment of a 





delivery, and perinatal depression are some of the risk factors. Considering the array of 
areas to evaluate, treating PPD must come from a holistic perspective.  
Theory Application 
Dossey’s theory of integral nursing reflects the type of care women with 
depression, mild or PPD, need. Dossey’s theory and her foundation of nursing promotes 
healing by “attending to the delicate interaction of body, mind, and spirit and how 
centuries-old concepts” can be applied to patients and life (Dossey, 2015, p. 72). Mothers 
with PPD need time to let their body heal after having a baby, their emotional needs 
should be explored and they should be provided a space for her to connect with her spirit. 
Patients are independent beings interdependent with each other, and their environment; 
they are a whole system (Rosa et al., 2019). Mothers are connected to their spouse and/or 
family unit, as well as the environment they live. Holistic nurses are needed to practice in 
the present moment with the patient and her family, show compassion, and understand 
the patient has a significant psychosocial and spirituality that needs to be recognized as 
important (Rosa et al., 2019). When these are brought together, healing occurs and 
improves the quality of patient care; nurses guide the patients to this place (Dossey, 
1998). Dossey believes nurses must be open to self-discovery, improve their inner 
healing, and increase awareness of their own healing; all of which leads nurses to being 
effective holistic guides (1998). Paying attention to a mother’s environment could be as 
simple as arranging the room for her to get around easily and assist family members to 
see the baby. Letting her explore her senses while guiding the patient through relaxation 
and imagery are ways to reduce anxiety in the mother (Gustafson, 2015). Authentic 





showing you care (Dossey, 1996). A relaxed patient is more receptive to learning than an 
anxious one. Dossey applies Florence Nightingale’s approaches to patient care and 
education. Nightingale’s holistic definition of health was “Health is not only to be well, 
but to use well every power we have.” She recognized the importance of education and 
health, and lifelong learning (Rosa et al., 2019, p.4). 
Limitations and Strengths 
There has been quite a bit of research on PPD symptoms and risk factors. There is 
limited research on educating the mother and family on symptoms, encouraging the 
mother to seek help as needed, active duty mothers, and when the most effective time and 
technique of that teaching is. It is accepted that every mom receives postpartum education 
prenatally and at their first postpartum appointment. The appropriateness of postpartum 
appointments and their timing lacks research. Military mothers have a unique risk factor 
and there is limited research on that population. They have great prenatal teaching, but 
not postpartum teaching. There is a lack of research on assessing postpartum women in 
the first 2-4 weeks after delivery when PPD can manifest. Medications that are effective 
and compatible for breastfeeding are rarely discussed in the literature. Limitations in 
research include most effective time of PPD education being given, military mothers, 












Active duty mothers and wives of active duty partners have an immediate risk for 
PPD due to the possibility of deployment. PPD education is important for symptom 
recognition and early treatment. A PPD discharge video would reinforce all PPD 
education the mother received prenatally.  
Target Population 
Women with active duty spouses who experience postpartum depression in 
relationship to spousal deployment and the peripartum period. Also, active duty mothers, 
who have to return to work at 6 weeks postpartum and may be deployed after 4 months 
(Rychnovsky & Beck, 2006). 
Target Setting 
The setting was a military hospital’s mother-baby unit and the obstetric clinic. 
Sponsors and Stakeholders 
Stakeholders included obstetricians, primary care physicians, pediatricians, 
military families, the military, and hospitals. Sponsors were Pacific Post-Partum Support 














• Pacific Post-Partum Support Society funding (www.postpartum.org). 
• March of Dimes fund raisers (www.marchofdimes.org). 
• YouTube videos. 
• 2020 Save the Children Federation, INC funding. 
Desired and Expected Outcomes 
This video would be mandatory before discharge, just as the shaken baby video 
they show at the military hospital and discharge videos have been effective (Davis et al., 
2010). Mother’s stay in the hospital is shorter; a video lessens nurse time teaching and 
mother’s knowledge retention increases (Davis et al., 2010). A discharge video would 





risk factor in this population and parent’s lack of knowledge could lead to undiagnosed 
PPD and untreated PPD (Limandri, 2019). Realizing the deployment status of a spouse is 
a risk factor could help improve early diagnosis and treatment (Appolonio & Fingerhut, 
2008). Some mothers also experience symptoms in the first postpartum week (Dennis et 
al., 2004), therefore early education and screening is essential. Postpartum depression is 
not preventable however, it can be treated with counseling and medications, therefore 
early treatment is desired. 
Team Members 
Team members included: 
• Master student, Project team leader; 
• Obstetrician, Family Practice physician, Nurse Midwife or Practitioner, and a 
Pediatrician; 
• Nurse Executive for Women’s Health, Postpartum Unit Manager, RN 
representatives from all shifts, a NICU representative and the nurse educator for 
postpartum care; 
• Hospital’s Education Department; 
• Video Designer; 
• Production Crew Leader. 
Cost/Benefit Analysis 
Costs: The average cost of a mental health stay in California is $13,300.00 for 
each stay and 50% of a hospital’s budget is for mental health (Piper, 2011). The cost of a 





Benefit: Postpartum depression can last for a year or longer and may require more 
than one hospital stay, $26,600.00. The one-time video is less costly and does not require 
continuous added costs. 
Military mothers, active duty or partners with an active duty service member, 
have a unique risk factor for PPD. They typically get prenatal education that includes 
PPD and that education needs to be reinforced at discharge. A discharge video would 























Postpartum education is vital to mothers before discharge due to PPD being the 
most common complication of pregnancy. The education would reinforce any previous 
education the mother and partner received and promote learning objectives (Di Paolo et 
al., 2017). A video on PPD would be a time-saving and economical way to impact a 
family’s understanding of the mental disorder (Canter et al., 2015). 
Goal 
The goal of a video was to provide the important information about PPD for the 
family to be able to recognize symptoms early, get the appropriate treatment, and ensure 
the mother and infant’s quality of life and bonding. Proper education has the potential to 
decrease medical costs as well. A video would save nurse’s time and allow the patient to 
choose when they watch it. 
Objectives 
• Parents will understand how common PPD is in pregnancy, 
• Parents will know risk factors and symptoms, 
• Nurses and parents will know that spousal or self-deployment is an independent 
risk factor, 
• Parents will know when to inform their provider of any symptoms or questions. 
Material Development and Plan 
The PPD educational video was no more than 6 minutes of didactic teaching with 
the Postpartum Depression PowerPoint on the screen. Three to six minutes is the optimal 





professional educational video company, made the video with a narrator that reviewed 
the written information in the PowerPoint. The didactic and PowerPoint presentation was 
parallel.  
The PowerPoint included statistics of PPD, risk factors, signs and symptoms of 
PPD, and possible treatments. The following risk factors were included: 
• History of a mood disorder such as depression and anxiety, or a family history; 
• History of PPD with previous pregnancies; 
• Stressful life events, such as deployment in the military population; 
• Lack of partner support, poor partner relationship, or absence of partner; 
• Isolation and poor social support; 
• Medical complications of pregnancy or infant; 
• Drug, alcohol, or tobacco use during pregnancy (Sivapragasam et al., 2019). 
The following signs and symptoms were presented in the video: 
• Feeling sad, hopeless, worthless, or overwhelmed; 
• Trouble with focus, memory, or sleep (too much or too little); 
• Poor energy and/or lack of interest in things; 
• Crying frequently; 
• Self-isolation; 
• Eating too much or not enough; 
• Thoughts of harming self or infant. 
The video also stated that the listed risk factors, signs, and symptoms were not 
exclusive or independent. Every mother with PPD will have a unique experience and 





Treatment information that was included were some types of group support, therapy, 
and medication. Different symptoms require different treatments and mothers will have 
different priorities of the type of treatment they want. Mothers have to discuss treatments 
with their care provider to make a plan unique to herself and her needs. 
In the process of implementing the use of the PPD video, the team lead did the initial 
training for all of the team members in a meeting to allow for questions. The video 
designer was included in the event that changes needed to be made. The nurse educator 
was responsible for ensuring all staff on the pertinent units were trained, including all 
shifts. Some of the training was delegated to staff nurses that had received training and 
felt comfortable doing so. The team lead provided training to an educator in the care 
providers’ offices and the educators were responsible to educate the staff. The training 
had no additional cost for implementation of the PPD video, it was done during regular 
staff hours. 
A survey to be given to mothers at their first postpartum visit was developed. The 
survey included the following questions and answer choices: 
• How old is your baby? 
• Was your partner deployed at any time during your pregnancy?  
No, Before, During, and After Delivery  
OR 
• Were you or will you be deployed within the first year after your baby’s birth? 
Yes/No 
• Did you watch the Postpartum Depression video before you were discharged from 





• Was it helpful?  Agree, Neutral, and Disagree 
• Have you experienced any postpartum depression symptoms? Yes/No 
• Did you seek support, individual or group? Yes/No 
• Did you receive treatment of any kind? Yes/No 
Timeline 
• June 10, 2020: Video content and form approved by stakeholders. Approval of the 
postpartum survey. 
• June 11-19, 2020: Production of the video. 
• June 22-26, 2020: Final approval of completed video by stakeholders and 
scheduled team meeting. Final approval of the postpartum survey. 
• June 30-July 13, 2020: Installation of video into hospital system. 
• June 30-July 13, 2020: Educate nurse educators in a meeting during regular work 
hours. Educators train staff on the video with 20-minute in-services during regular 
hours. 
• July 14, 2020: Begin including the video in discharge instructions and screenings. 
• July 21, 2020: Begin using surveys. 
Budget 
The total budget for the project was $18,000.00. This covered the cost of the 
video and any necessary payments to other participants. 
Evaluation Plan 
The population of mothers with partners that were active duty and active duty 





care in the hospital. At the mother’s first postpartum appointments the postpartum survey 
was given to each of these patients.  
The surveys were given out at each postpartum visit at primary care, obstetric, 
and pediatric appoints for 2 years. The information remained anonymous and was 
separated by postpartum stages, such as 1 month, 2-6 months, and 6 months-1 year. 
Statistical data was then be obtained from the results. PPD can manifest at any time up to 
a year postpartum; the surveys would capture mothers that may not have developed 
symptoms until after their first postpartum appointment. A correlation could then be 
made between spousal deployment, self-deployment, viewing the PPD video, and seeking 
support or treatment if they experienced symptoms. In this evaluation Edinburgh scores 
were not included; those scores were not used by mothers.   
Most of PPD risk factors and symptoms are universal but not exclusive, and they 
can come in any combination. However, many mothers are not aware of them including 
deployment status and may be unaware that they need some type of treatment. The design 
of this video would reflect risk factors and the signs and symptoms mothers and their 
family members could recognize. The information was easy to understand and retain. The 













Dissemination involved letting the stakeholders know that the project included the 
need for postpartum depression (PPD) education in the military mothers’ population and 
how it influenced the video content. The goal was to make hospital staff, nurse managers, 
Obstetricians, Pediatricians, and nurse educators aware of the video and the necessary 
training for using it. 
Activity 
An email was sent to the stakeholders inviting them to a small conference to 
educate them on the video content, the need in the targeted population, and how training 
was executed. There were four scheduled meetings to allow for more opportunities for 
stakeholders to attend.  Each meeting was held at different locations: the naval hospital 
(day and night shift), the Obstetric clinic, and the Pediatric clinic. 
Limitations 
A limitation was the difficulty in scheduling meetings at a military facility due to 
strict policies on outside educators. Another limitation was that staff may be reluctant to 
attend an in-service during a busy shift. To combat staff’s reluctance, the nurse educators 
were then responsible for getting the information to all staff members. A similar process 
was used in the clinics.  
Nursing Implications 
Nursing will benefit from the video in time spent with discharge education. 





There was also an opportunity for nurses to capture mothers with signs and/or symptoms 
that may have been missed with traditional discharge instructions.   
The video has the potential to decrease readmission of mothers for PPD and its 
complications. This can also help keep medical costs down.  
Recommendations 
The PPD video should be shown to every postpartum mother and their supporters 
before discharge. Any woman that has delivered a baby, regardless of the infant’s status, 
is at risk for developing PPD. The video provides consistent information that didactic 
education may not. The PPD discharge video would be helpful at all hospitals with the 
same postpartum population that is used in this study. 
Conclusion 
Active duty and partners of active duty Marines have a unique risk factor related 
to deployment of mother or partner. Active duty mothers have the potential of being 
deployed in the first year of their baby’s life. Partners of Marines may have their partner 
deployed anytime between conception and the postpartum period. Nurses need to 
recognize this as a risk factor even when there are no others. Deployment is a stressful 
life event, which is one of the highest risk factors for PPD. 
Military mothers receive PPD education in optional prenatal classes. A required 
discharge video would reinforce that education, save nurses’ time, and potentially 
recognize signs and/or symptoms in a new mother that may have been missed with 
didactic discharge education. It is important to educate mothers and their support partner 
on PPD because it is the most common complication of pregnancy and can have 
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